SUMMARY Myocardial rupture of the left ventricle after an acute myocardial infarction resulted in the formation of a massive pseudoaneurysm in a middle aged man. Cross sectional echocardiography was useful in identifying the defect which was successfully closed at operation nine years after its formation.
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Rupture of the left ventricular free wall during acute myocardial infarction usually leads to haemopericardium, cardiac tamponade, and sudden death.' Long term survival without early surgical intervention is rare,2 but in some patients the rupture leads to the formation of a pseudoaneurysm. We report a patient who survived for an unusually long time after myocardial rupture and the formation of a massive pseudoaneurysm.
Case report
A 56 year old man presented with advanced congestive heart failure and recurrent pulmonary oedema. Nine years before he was admitted to hospital with acute transmural myocardial infarction. The electrocardiogram showed that the lateral wall was the site of infarction. The chest x ray on admission showed a normal sized heart with mild pulmonary congestion. One week later the patient suffered repeated episodes of chest discomfort followed by sudden circulatory collapse, extreme cyanosis, and paroxysmal atrial fibrillation. Recurrent a blood pressure of 110/60mm Hg and atrial fibrillation with a ventricular response of 80-90 beats/min. The jugular venous pressure was elevated to 20 cm above the sternal angle and showed a prominent V wave. There were signs of pulmonary hypertension and severe right heart failure with prominent ascites and anasarca. In addition, coarse rales were heard over both lungs. Examination of the heart revealed a dyskinetic apex that was displaced to the anterior axilliary line, an apical pansystolic murmur grade 3/6 radiating to the axilla, and a third heart sound. A continuous to and fro murmur was present in the left midaxillary line in the third and fourth intercostal space. The electrocardiogram showed atrial fibrillation, left axis deviation, and signs of old lateral myocardial infarction (fig 1) . The chest x ray showed a considerably enlarged heart (cardiothoracic ratio of 0 65) and pulmonary venous hypertension. Fluoroscopy showed mild pericardial calcification along the left lateral cardiac border.
Echocardiography revealed a very large multiloculated pseudoaneurysm of the left ventricle communicating with the left ventricular cavity through a defect in the basal lateral myocardial wall (fig 2) . The ventricle itself was moderately enlarged and there was reduced global contractility. There were no primary valve abnormalities.
At cardiac catheterisation the mean right atrial pressure was 12mmHg (1 6kPa), right ventricle 50/6-14mm Hg (6-7/0-81-9 kPa), pulmonary artery 50/20mmHg (6-7/2 7kPa), and the wedge pressure was 26 mm Hg (3 5 kPa) with a V wave of 40 mm Hg (5 3kPa 
